remained intact, the neurons arising from the nasal halves of both retinae anld from the temporal half of the left retina having perished by the pressure of the growth on the chiasiia. The neurons which remained intact in this case included those whieh were commonly affected in disseminated sclerosis by retrobulbar neuritis, and in that condition the direct light reflex was lost on the affected side. 'Moreover, in many cases of retrobulbar neuritis, when the direct reflex to light was lost, the neurons arising from the nasal half of the affected side remained fairly intact, the loss of vision being represented by a central scotoma, somewhat the reverse of the features displayed in this case. He, therefore, thought that this case, when considered in conjunction with retrobulbar neuritis, supported a view that the neurons arising from the nasal halves of the retine did not participate in the transmission of impulses concerned in the light reflex. Three and a half years ago this man had a very severe attack of pain, of a thumping nature, on the top of the head. The pain continued intermittently for fourteen days.
Eleven months ago he had another, and more severe, attack of similar headache lasting three weeks.
Four months ago he was awakened from sleep by the noise of a street accident. He jumped out of bed and ran 500 yards from the house. He then experienced sudden severe pain over the left side of the forehead. With difficulty h-returned to the house. He then vomited frequently for one hour, when he lost consciousness; he woke up again twenty-two hours later. On waking he still felt a severe pain in the left supra-orbital region, and vomited every few minutes. For a further fortnight the supra-orbital pains continued in paroxysmal minner and were followed by one week's freedom from symptoms.
At the end of the week he woke up to find his left eye half-closed, and he saw double. During the next twenty-four hours the eye closed completely. A day later there was a recurrence of " terrific " left supra-orbital pain. He became semiconscious and was admitted to hospital. Thorotrast X-ray examination ( fig. 1 , p. 16) reveal?d an aneurysm of the left internal carotid artery and this vessel was ligatured. After operation pain was much relieved for two days, and then disappeared and has not recurred.
Just recently the patient has noticed the return of slight ability to open the left eye.
A left 3rd-nerve palsy is evident on examination, but there is no sensory loss in the 5th-nerve distribution, and there are no other neurological signs.
Lumbar puncture on admission showed the cerebrospinal fluid to be under normal pressure, but to be uniformly blood-stained, with xanthochromia on standing.
11.-A. F., female, aged 38. Eighteen months ago whilst sitting down to have tea, after some active housework, the patient felt sudden severe pain at the back of the left eye. She felt "awful ". "Like sinking down a deep hole." No loss of consciousness occurred. She went upstairs and lay on her bed, and was later able to walk to her doctor's house and back again. There was no headache until a few days later when this symptom appeared very severely over the vertex and was practically constant.
Eight days later the left eye gradually closed (taking forty-eight hours to do so). Freedom from headache followed for a few days, then there was a severe recurrence of pain (which seemed to follow a lumbar puncture) and which was in the distribution of the 1st and 2nd divisions of the left 5th nerve.
In July 1936 she was admitted to hospital. Thorotrast X-ray examination revealed an aneurysm which seemed to be at the termination of the internal carotid artery, on the left side. Ligature of this vess3eJ w%-as afterwards carried out (figs. 2 and 3, p. 17). After a few days there was a marked diminution in the severity of the trigeminal pain, and on discharge from hospital one month later there was no pain at all. Six months later some power to open the left eye appeared, and improvement continued for three months.
The patient's condition has since remained stationary. Discu8sion.-Dr. ROWLAND HILL described a third case of leaking intracranial aneurysmii in which a thorotrast X-ray examination (fig. 4 , p. 18) revealed the lesion. The patient was a woman aged over 70 and the history was remarkable. First, there had been a sudden attack of pain in the left supra-orbital region, and paralysis of the left 3rd nerve had occurred. This had rapidly cleared up, only to be followed a few weeks later by the rapid appearanlce of pulsating exophthalmos on the right side. This exophthalmos disappeared after six weeks, leaving a residual 6th-nerve paralysis. From the outset of the patient's troubles a systolic bruit inside the skull had been evident to her, and could be heard with a stethoscope on the skull. The bruit had persisted and about one year after the pulsating exophthalmos had cleared up there had been a sudden recurrence of pain followed by anlesthesia in the first division of the left 5th nerve and a complete left ophthalmoplegia. The bruit had simultaneously disappeared.
Thorotrast X-ray examination had revealed a large aneurysm at the termination of the left internal carotid artery. The vessel was ligatured and the patient had almost completely recovered and remained quite well. Presumably the systolic bruit had been due to an arteriovenous commuunication.
Dr. H. G. GARLAND said there 'seemed to be no doubt about the value of the procedure adopted in this case in saving the life of patients, but there was another aspect of the procedure, namely, the question of the development of hemiplegia, and, in the left-sided cases, aphasia as well. Was it possible to anticipate such complications? He had at the present time a patient who had been operated upon at that hospital-a fairly young man, who was aphasic, with severe right hemiplegia a year after the operation.
Professor P. C. CLOAKE asked whether the ligation of the carotid was done in one stage, or whether a cuff was put on the artery to compress it, as the initial operation was undertaken. When that was done there was, he thonght, less risk of the patient developing hemiiplegia later on. He well remembered a case of the type which had been demnonstrated, that was to say, severe pain over one eye had developed, with a 3rd-nerve palsy. Lumnbar puncture had shown no blood present in the cerebrospinal fluid. Next day the patient had been leaning out of bed to reach his locker when the aneurysm burst, and he becam-e unconscious and died. The post-mortem picture was interesting in that the 3rd nerve was lying on the body of the aneurysmn. The original paralysis had been due, not necessarily to a leak, but possibly to a prelimninary stretching of the aneurysmal wall.
Dr. RoWLAND HILL said that an American writer had dealt with the point which Professor Cloake had raised, and had concluded that the cavernous sinus syndrome was often due to what was called a " false " aneurysm. By that was meant a much enlarged sac produced by slight leakage and subsequent clotting.
Dr. DENNY-BROWN said that in the skiagrams of the first two cases the aneurysm lay11 behind the sinus, not in it, and therefore appeared to him to lie probably on the junction of the posterior communicating artery.
Dr. ROWLAND HILL (in reply) said that in the last case the bruit had completely disappeared at once, so that presumably there had occurred a squashing flat of the arteriovenous aneurysm. A case had been published of a bruit audible on the right side, and pulsating exophthalmos on that side, due to an aneurysm which was shown, post mortem,' to be oni the left. In his case, because of the complete disappearance of symptoms and the patient's age, he had not used thorotrast on the other side. He was sure that in many cases the internal carotid aneurysms were outside the cavernous sinus, and that was why 6th-nerve palsy was often absent. It had been suggested that in about 25% of cases there was an aberrant circle of Willis, and that it was in this proportion that hemiplegia was likely to occur. But someone had concluded that if the internal carotid artery were occluded for thirty seconds, in most cases in which hemiplegia was going to develop there would be signs of it duriing that period. Therefore in all these cases the surgeon was asked to keep a clamp on theartery for several minutes before ligaturing. If then, after several minutes, no hemiplegia occurred, he proceeded with the operation, which was carried out in one stage. The report of other cases shown at this meeti'ng will be published in the next issue of the PROCEEDINGS of the Setion.
